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ABSTRACT
Objectives  Intimate partner violence (IPV) is the violence 
committed by both current and former spouses and 
partners, and the rate of this violence is known to increase 
during different pandemics. The pooled prevalence of IPV 
among pregnant women before the COVID-19 pandemic 
was 37%, however, the pooled prevalence of IPV among 
women during COVID-19 is not yet known. Therefore, this 
study aimed to assess the pooled prevalence of IPV and its 
determinants among women of reproductive age during 
the COVID-19 pandemic in Ethiopia.
Design  Systematic review and meta-analysis.
Data sources  The review was done as per the Preferred 
Reporting Items for Systematic Reviews and Meta-
Analyses guideline using different search databases such 
as: PubMed/Medline, Cochrane Library, Virtual Health 
Library Regional Portal, HINARI (research4life), and Google 
Scholar.
Eligibility criteria  Those quantitative studies conducted 
in Ethiopia during the COVID-19 pandemic, that reported 
the prevalence of IPV among women of reproductive age, 
and were published in English from 13 March 2020 to 15 
October 2025, were included for this study.
Data extraction and synthesis  All authors independently 
extracted data using the Joanna Briggs Institute manual 
for evidence synthesis. Any incongruity of the result in the 
data extraction process was resolved through discussions 
and consensus (ie, a Delphi process). The data were 
analysed using Stata Corp V.11 software. The heterogeneity 
between studies was assessed using I2 test statistics and 
the random-effects meta-analysis was done using the 
restricted maximum likelihood method. Publication bias 
was assessed using funnel plots, and Egger’s and Begg’s 
tests.
Result  In this study, a total of 802 articles were identified 
using different electronic databases. Finally, 12 studies 
that fulfilled the eligibility criteria were included for 
systematic review and meta-analysis. A total of 7397 
study participants were sampled from April 2020 to 
August 2021. The overall estimated pooled prevalence 
of IPV was 33.5% (95% CI 22.9% to 44.1%) and the 
prevalence of physical, psychological and sexual violence 
was 16.4%, 28.2% and 17.4%, respectively. Different 
factors such as: age of the young women (adjusted odds 

ratio (AOR)=3.24; 95% CI 0.6, 5.8, p=0.015), lack of formal 
education (AOR=2.63; 95% CI 1.7, 3.6, p=0.000), partner’s 
substance use (AOR=2.07; 95% CI 1.5, 2.7, p=0.000), 
partner not attending formal education (AOR=3.38; 95% CI 
2.2, 4.6, p=0.000) and partner’s alcohol use (AOR=2.82; 
95% CI 1.1, 4.6, p=0.000) were found to be significantly 
associated with IPV among women during the COVID-19 
pandemic.
Conclusions  In this study, a third of women of 
reproductive age experienced IPV during the COVID-19 
pandemic. Women whose partners used alcohol and other 
substances were found to be vulnerable to IPV. Therefore, 
this finding gives an insight for policymakers to focus 
on empowering women and their partner’s economic 
and educational status, promoting health education for 
partners towards the negative impact of bad behaviours 
like alcohol and other substance utilisation on their 
health, and the physical, mental and social wellbeing 
of women. Moreover, the burden of IPV is increased not 
only during such a pandemic but also during different 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Intimate partner violence (IPV) is one of the most 
common forms of gender-based violence (GBV) 
against women which affects the physical, mental, 
and social wellbeing of women.

	⇒ The incidence of GBV is increasngly associated with 
different chronic illnesses like HIV/AIDS, and dif-
ferent global disasters like war, earthquakes, and 
COVID-19 pandemics.

WHAT THIS STUDY ADDS
	⇒ To date, no study has focused on assessing the 
pooled prevalence of IPV among women of repro-
ductive age group during the COVID-19 pandemic 
in Ethiopia. Accordingly, the current study found that 
about one-third of women of reproductive age expe-
rienced IPV during the COVID-19 pandemic.

	⇒ Psychological violence was the most common form 
of IPV compared with physical and sexual violence.

	⇒ Women whose partners used alcohol and other sub-
stances were found to be vulnerable to IPV.
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internal displacements, conflicts and unrest. Therefore, we recommend 
policymakers to frequently assess IPV-related burdens during such events 
and act accordingly.

INTRODUCTION
Gender-based violence (GBV) is violence directed against 
a particular gender disproportionately, however, the rate 
is unduly high among women.1 Violence against women 
is one of the main forms of GBV, and the main public 
health problem that affects the physical, economic, 
sexual, mental and social well-being of women, and/
or the act of violence results in suffering to women, 
including threats of such acts, coercion or arbitrary 
deprivation of liberty, whether occurring in public or in 
private life.2 Worldwide, nearly a third, 27% (23%–31%) 
of women aged 15–49 years experienced physical and/or 
sexual intimate partner violence (IPV) in their lifetime.3 4

Despite the Universal Declaration of Human Rights’ 
recognition of the inherent dignity and of the equal and 
inalienable rights of all members of the human family 
regardless of sex, age, language, race, colour, religion, 
or any other factors, worldwide, GBV remains dispro-
portionality high particularly in low-income and middle-
income countries.5

The estimated prevalence of lifetime IPV ranges 
from 20% in the Western Pacific to 33% in the WHO 
South-East Asian region. Globally, more than 38% of 
all murders of women are committed by intimate part-
ners.3 The IPV is known to be prevalent in Africa.6 
Despite different strategies (teaching safe and healthy 
relationship skills, creating protective environments, 
strengthening economic support for families and others) 
implemented to prevent IPV in Africa,7–9 IPV remains 
the challenge, where the lifetime experience of at least 

one form of violence ranges from 27% to 44%. Moreover, 
about 14%–32% of women and girls experienced phys-
ical, sexual or both forms of violence in a 1-year period 
in 2018.7

IPV has numerous negative impacts on women’s 
health. For instance, it causes physical health conse-
quences such as head injuries, bruises, lower back pain 
and broken ribs.10 11 Moreover, prolonged exposure to 
IPV also contributed to long-term chronic health prob-
lems, like chronic pain, HIV,12 tuberculosis, heart disease, 
diabetes,13 14 cancer,15 16 asthma and gastrointestinal disor-
ders.4 10 IPV also causes mental health effects in women 
including depression, post-traumatic stress disorder, 
anxiety disorders, memory loss, sleep disturbances and 
suicide attempts.4 17 IPV also causes different sexual and 
obstetrical health-related problems such as sexually trans-
mitted infections, unwanted pregnancies, and obstetric 
complications like high rates of low birth weight and 
preterm birth.17–19 Furthermore, IPV could affect child-
hood development due to the women’s reduced health-
seeking behaviour for their children.20 21

Globally, different catastrophic events like earthquakes, 
hurricanes and the COVID-19 pandemic contribute to 
an increase in interpersonal violence, reduced social 
services, high unemployment rates, long quarantines and 
severe social disconnection.22 23 The burden of IPV partic-
ularly increased among women during the COVID-19 
pandemic due to restrictive measures (eg, reduced 
social contact and stay-at-home with a perpetrator).24 For 
instance, across the USA, the rate of domestic violence 
increased from 21% in 2019 to 35% in 2020.25

In Ethiopia, although different measures like travel 
restrictions, the closing of different educational institu-
tions and workplaces, and the use of different personal 
protective equipment were taken to control the COVID-19 
pandemic, the distribution of the COVID-19 pandemic 
and its negative consequences remained high in 2020.26 
For instance, it caused interrupted education and school 
dropouts,27 age-based violence and GBV, poor support of 
persons with disabilities, increased unemployment and 
focus on more informal and less reliable jobs, and wors-
ened mental health and psychosocial well-being.28

The combined effect of interrupted education, 
stresses related to household income and increased 
household work also increased the risk of early marriage, 
particularly in rural parts of Ethiopia.29 Moreover, food 
insecurity associated with unemployment was also 
increased.30 In addition, the COVID-19 pandemic also 
affects different macroeconomic variables like produc-
tivity, domestic trade, import exports, tourism, interna-
tional aviation, remittances, foreign direct investment 
and the Ethiopian economy.31 Political unrest and insta-
bility, desert locusts, and the tensions between Ethi-
opia and Egypt on the Great Ethiopian Renaissance 
Dam caused inflation, economic depression, displace-
ment and income inequality during the COVID-19 
pandemic. These situations also exacerbate the neglect 
of controlling against the COVID-19 pandemic. These 

HOW THIS STUDY MIGHT AFFECT RESEARCH, PRACTICE OR 
POLICY

	⇒ The current study highlights the clear burden of IPV among women 
in Ethiopia during the COVID-19 pandemic, thus, it can serve as a 
benchmark for future monitoring, and development of appropriate 
strategies, policies, and programmes towards the elimination of all 
forms of violence among women during any timeframe.

	⇒ The current study also found that sexual violence was found to 
be low compared with other forms of violence, and this could be 
due to the reason that there is a rare chance of revealing such 
violence, and the culture and sensitivity of the issue particularly in 
low-income and middle-income countries like Ethiopia.

	⇒ Therefore, this study suggested a continuous provision of gender-
related health services for both sexes and also there should be con-
tinuous collection of data and monitoring of IPV levels to assess the 
impact of prevention and response efforts.

	⇒ Moreover, economic crisis and stress among partners during such 
a pandemic are known to happen and enforce those partners to 
practice IPV. Therefore, the necessary health education related to 
stress-relieving mechanisms and men’s economic empowerment 
techniques should also be addressed to restore their identities be-
fore engaging in harmful behaviours or attitudes.
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combined and complex situations are also expected to 
increase IPV in Ethiopia.32

During the COVID-19 pandemic particularly in Ethi-
opia, there was an increase in food prices and a reduction 
in dietary diversity. Moreover, maternal and child health 
services were also interrupted due to fear of transmis-
sion of COVID-19 and poor supply of personal protec-
tive equipment.33 In Ethiopia, intervening in IPV among 
women and its consequences have remained a challenge. 
However, IPV was prevalent among women before the 
COVID-19 pandemic as indicated by different studies; 
12.04% in Yirgalem,34 19.69% in Hosana35 and 25.36% in 
Gondar.36 IPV was also more commonly prevalent during 
the COVID-19 pandemic with 62.4% in southern Ethi-
opia,37 22.4% in Dessie,38 39.3% in south-west Ethiopia39 
and 42.3% in Debre Birhan.40

In Ethiopia, however, more than 10 studies were 
conducted during the COVID-19 pandemic. Results of 
different prevalences ranged from 9.5% to 65.7%,37–48 
and there is no systematically pooled calculation of prev-
alence of IPV among women so far. An organised report 
of pooled prevalence of IPV among women of reproduc-
tive age during such a pandemic is necessary for poli-
cymakers and other stakeholders to design strategies 
aimed at preventing any form of violence and to achieve 
the United Nation 2030 Sustainable Development Goal 
towards gender equality.49 Therefore, this study aimed to 
determine the pooled prevalence of IPV among women 
of reproductive age during the COVID-19 pandemic, in 
Ethiopia.

METHOD
Study setting
Ethiopia is a landlocked country located in East Africa. 
It is bordered by Eritrea to the north, Djibouti to the 
north-east, Somalia to the east and south-east, Kenya to 
the south, South Sudan to the west, and Sudan to the 
north-west. Ethiopia covers an area of 1112 000 km2. As 
of 2023, Ethiopia is the second most populous country 
in Africa after Nigeria with around 116.5 million inhabit-
ants. Addis Ababa is the national capital and largest city.48

GBV is a common practice in Sub-Saharan Africa (SSA) 
with a pooled prevalence of IPV of 35.5%,50 and particu-
larly in Ethiopia, the prevalence of IPV ranged from 7% 
to 81%.51 The novel coronavirus was first recognised in 
Wuhan city, Hubei Province, China, and reported to the 
WHO on 31 December 2019, and then it was confirmed 
by the WHO on 12 January 2020. On 13 March 2020, 
Ethiopia recorded its first COVID-19 case. The virus 
was first declared in Addis Ababa before spreading to 
other locations. On 8 April 2020, the government of 
Ethiopia declared a nationwide ‘public health state of 
emergency’.52

Review development
This study has been based on the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses 

(PRISMA) 202053 checklist (online supplemental file 1). 
Prior to starting this systematic review, the presence of 
antecedent protocol and meta-analysis on the topic of 
interest was checked from major databases such as the 
Cochrane Database of Systematic Reviews, Joanna Briggs 
Institute (JBI) Database of Systematic Reviews and Imple-
mentation Reports, Health Services Research Projects in 
Progress, Prospero International Prospective Register of 
Systematic Reviews database registries, and the Campbell 
collaboration library and evidence for policy and prac-
tice information. Finally, the authors made sure that no 
protocols and meta-analyses of IPV among women during 
the COVID-19 pandemic were done.

Electronic databases and search strategy
Stage 1
Published articles related to IPV among reproductive-age 
women during the COVID-19 pandemic were identi-
fied by searching major bibliographic databases such 
as PubMed/Medline, Cochrane Library, Virtual Health 
Library Regional Portal, Health Inter-Network Access 
to Research Initiative (HINARI) or (research4life), and 
Google Scholar; and keywords including; prevalence, 
epidemiology, magnitude, estimates, incidence, asso-
ciated factors, determinant factors, factors, IPV, GBV, 
domestic violence, spouse abuse, physical abuse, phys-
ical violence, emotional violence, psychological violence, 
family violence, reproductive coercion, sexual assault, 
rape, women of reproductive age, women, COVID-19 
pandemic, and Ethiopia. Boolean operators (‘AND’ 
and/‘OR’) and Medical Subject Headings terms were 
established for each database. Moreover, grey literatures 
were checked using national and international insti-
tutional repositories (Addis Ababa University, Jimma 
University, Mekelle University, and eScholarship Repos-
itory), and Google Scholar (online supplemental file 2).

Stage 2
For additional studies and reports, the reference lists of 
all included studies were searched. All articles published 
since the beginning of the COVID-19 pandemic (13 
March 2020) till 15 October 2024 were searched.

Outcome measure
The outcome of interest is IPV which is defined as any 
violence whether physical, psychological, sexual or any 
combination of them, and it can only occur between 
romantic/intimate partners who may or may not be 
living together in the same household.10 54 55 Psycholog-
ical violence was defined as any form of threat of acts 
including insult, intimidation on purpose, shouting, 
controlling, humiliation and threats to hurt the victim.10 56 
Sexual violence is defined as any sexual act performed 
on an individual without their consent, whether or not 
it is completed.10 56 Physical violence is defined as any act 
which causes physical harm as a result of unlawful phys-
ical force such as pushing, slapping, punching, throwing, 
hair pulling hitting, kicking or burning.10 56

https://dx.doi.org/10.1136/bmjph-2024-001161
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Domestic violence can occur between a parent and 
child, siblings or even roommates. IPV can only occur 
between romantic partners who may or may not be living 
together in the same household. IPV may also be referred 
to as intimate partner domestic violence.

Criteria for considering studies for the review
Inclusion criteria
In this systematic review and meta-analysis, studies with 
the following criteria were included:
1.	 Studies done during the COVID-19 pandemic
2.	 Studies that included women 15–49 years of age
3.	 The published and unpublished primary studies that 

reported the prevalence of IPV (focused on either or 
a combination of physical, sexual and emotional vio-
lence)

4.	 Studies published in English from 13 March 2020 to 
15 October 2024

5.	 Studies conducted in Ethiopia
6.	 Only quantitative studies
7.	 Observational studies that reported prevalence (ie, 

cross-sectional and cohort studies).

Exclusion criteria
In this systematic review and meta-analysis, studies with 
the following criteria were excluded:
1.	 Case reports, short communications, case series, opin-

ion pieces and letters to the editor
2.	 Only the most recent version was included when the 

information was reported in more than one study
3.	 Studies that reported only the factors associated with 

IPV and consequences of IPV
4.	 Studies scoring <60% of the JBI methodological 

checklists for prevalence were not included in the 
meta-analysis.

Selection of studies for inclusion in the review
All identified articles using electronic databases were 
exported to EndNote V.X7 (Thomson Reuters, New 
York, USA) to remove the duplicated articles. Then, four 
authors (ASB, GY, AK and LFA) independently screened 
articles based on the title and abstract. Then, using the 
inclusion and exclusion criteria, four authors (AAE, 
BDT, MA and ESL) independently assessed the full texts 
of the included articles. Any discrepancies between the 
screening results of all authors were resolved through 
discussions. All the procedures for the selection of studies 
were done using the PRISMA flow diagram.53

Data extraction and critical appraisal of studies
All authors independently extracted data using the JBI 
manual for evidence synthesis.57 Any incongruity of the 
result in the data extraction process was resolved through 
discussions and consensus (ie, a Delphi process), where 
the primary author of the selected article was contacted 
when an extra clarification was needed. The data was 
extracted using the following components:

Study characteristics

	► Publication details: first author’s name, publication 
year and publication status

	► Study design and sampling method: study type (cross-
sectional, cohort), sampling methods (random or 
non-random)

	► Characteristics of the study population: region of the 
study, study setting, median/mean age and number 
of study participants

For the first outcome variable (prevalence)
	► Result of the study: the overall prevalence of IPV, 

sexual violence, psychological violence and physical 
violence

For the secondary outcome (associated factors)
	► Associated factors: Significantly associated with the 

outcome variable (IPV).
We used the JBI critical appraisal checklists (2020)58 

for prevalence studies (online supplemental file 3). The 
included studies were critically appraised by all authors, 
and any disparity among authors was resolved through 
discussion.

Data synthesis and assessment of heterogeneity for meta-
analysis
The extracted data were exported from Microsoft Excel 
V.2010 to Stata software (Stata Corp V.11, Texas, USA) 
for meta-analysis. The skewness and kurtosis tests for 
normality were done and the assumption was met,59 
where the result indicated 0.3068 and 0.8633, respec-
tively. Therefore, stabilising for sample variance using 
the Freeman-Tukey double arc-sine transformation 
wasn’t required.60 The heterogeneity between studies 
was assessed by computing the value of p and the I2 test 
statistics. I2 values of 25%, 50% and 75% were interpreted 
as low, medium and high heterogeneity, respectively.61 
In this study, since there was heterogeneity between the 
original studies (I2=99.2%, p<0.0001), the pooled prev-
alence of IPV was estimated using the random-effects 
meta-analysis models. Since restricted maximum like-
lihood (REML) and the Bayesian methods are recom-
mended over the DerSimonian and Laird method,62 a 
random-effects meta-analysis with an estimation of REML 
was performed in this study for between-study variance.

The sources of heterogeneity were investigated by 
subgroup analysis using the following grouping variables: 
location in the country, study design and study setting. 
Besides, the methodological heterogeneity was also 
checked by the meta-regression analyses using study-level 
covariates like sample size and methodological quality 
score; however, none were found to be statistically signif-
icant for sensitivity analysis. The presence of publication 
bias was assessed using funnel plots, and Egger’s and 
Begg’s tests. Results were presented using tables and a 
summary of descriptive statistics.

Patient and public involvement
Patients and/or the public were not involved in the 
design or conduct or reporting plans of this research. 
The dissemination of the paper would involve several 

https://dx.doi.org/10.1136/bmjph-2024-001161
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women’s associations and public institutions such as 
the Ministry of Women and Social Affairs, Network of 
Ethiopian Women’s Associations, and Organization for 
Women in Self Employment.

RESULT
Selection of eligible studies
Initially, a total of 802 articles were identified using 
different electronic databases, and then 30 duplicate 
articles were removed. Of the remaining 772, 760 studies 
were excluded as their title and abstract reading were 
not related to the outcome (IPV). Finally, 12 studies that 
fulfilled the eligibility criteria were included for system-
atic review and meta-analysis. A total of 7397 study partic-
ipants were sampled from April 2020 to August 2021. 
The overall selection, screening and inclusion process is 
presented using a PRISMA flow diagram (figure 1).

Characteristics of the included studies
The detailed descriptions of the included studies are 
given in table 1. Of the majority of the included studies, 
10 studies were cross-sectional; of these, 2 studies were 
school based,43 48 2 studies were health facility based37 42 
and 6 studies were community based,38–41 44 47 while the 

remaining 2 were cohort studies.45 46 The total number 
of participants in each study ranged from 34348 to 983.46 
Moreover, one study was conducted at the national 
level,46 four studies in central Ethiopia,40–42 48 four studies 
in northern Ethiopia38 43–45 and three studies in southern 
Ethiopia.37 39 47 For the detailed characteristics of the 
included studies see online supplemental file 4.

The methodological quality of prevalence studies
Using the JBI checklist for prevalence studies, six studies 
scored above the median value of 83.5%,37 39–41 43 45 and 
six scored 71%–83.4%.38 42 44 46–48 For the methodolog-
ical quality results of all included studies assessed using 
the JBI critical appraisal tool for prevalence studies see 
online supplemental file 5. Accordingly, all studies were 
included in the meta-analysis.

Meta-analysis of prevalence of IPV
The prevalence of IPV ranged from 9.5%42 in Addis 
Ababa to 65.8% in Amhara,45 while the overall estimated 
pooled prevalence in the pooled sample of 7397 repro-
ductive-age women was 33.5% (95% CI 22.9% to 44.1%) 
(figure  2). Of this, the prevalence of physical, psycho-
logical and sexual violence was 16.4% (95% CI 12.2% 

Figure 1  PRISMA flow diagram of the included studies for systematic review and meta-analysis of IPV among women of 
reproductive age during the COVID-19 pandemic, in Ethiopia. IPV, intimate partner violence; PRISMA, Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses.

https://dx.doi.org/10.1136/bmjph-2024-001161
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Table 1  Characteristics of included studies for meta-analysis of IPV among women of reproductive age during the COVID-19 
pandemic, in Ethiopia

First author and 
publication year Study design Study setting Study area (region) Total participants Prevalence of IPV

Belay AS et al37
Cross-sectional study 
design Health facility based Southern Ethiopia 657 62.4

Tadesse AW et al38
Cross-sectional study 
design Community based Northern Ethiopia 589 22.4

Engeda AS et al41
Cross-sectional study 
design Community based Central Ethiopia 700 19.0

Kassie A et al43
Cross-sectional study 
design School based Northern Ethiopia 371 42.1

Gebrewahd GT et al44
Cross-sectional study 
design Community based Northern Ethiopia 682 24.6

Fetene G et al39
Cross-sectional study 
design Community based Southern Ethiopia 590 39.3

Demeke MG et al40
Cross-sectional study 
design Community based Central Ethiopia 796 42.3

Asratie MH et al45 Cohort study design Health facility based Northern Ethiopia 774 65.8

Wood SN et al46 Cohort study design Health facility based National level 983 15.1

Shitu S et al47
Cross-sectional study 
design Community based Southern Ethiopia 448 24.1

Teshome A et al42
Cross-sectional study 
design Health facility based Central Ethiopia 464 9.5

Mingude AB et al48
Cross-sectional study 
design School based Central Ethiopia 343 36.2

IPV, intimate partner violence.

Figure 2  Meta-analysis and forest plot presentation of IPV among women of reproductive age during the COVID-19 
pandemic, in Ethiopia. IPV, intimate partner violence.
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to 20.6%), 28.2% (95% CI 17.1% to 39.4%) and 17.4% 
(95% CI 11.7% to 23.1%), respectively (online supple-
mental file 6).

Test of heterogeneity, sensitivity and subgroup analysis
The included studies exhibited significant heteroge-
neity for the overall estimated pooled prevalence of IPV 
(I2=99.2%, and p≤0.0001) (figure 2), and for its subclas-
sification; physical violence (I2=96.3% and p≤0.0001), 
psychological violence (I2=99.3% and p≤0.0001) and 
sexual violence (I2=97.9% and p≤0.0001) (online supple-
mental file 6). The possible sources of heterogeneity 
were investigated using subgroup analysis, considering 
different factors such as location in the country, study 
design and study setting (online supplemental file 7). 
Thus, all of these variables were found to be the source 
of heterogeneity for both crude and sensitivity analyses 
(p<0.001) (online supplemental file 8).

Moreover, the meta-regression analysis results showed 
that the study quality score was found to be the source of 
heterogeneity for the crude analysis (p=0.002), whereas, 
sample size and study quality score were not the sources 
of heterogeneity for the sensitivity analysis (p>0.1) 
(table 2).

Test of publication bias for prevalence studies and its 
determinants
Publication bias refers to a systematic deviation from the 
truth in the results of a meta-analysis due to the higher 
likelihood for published studies to be missing. Thus, in 
this study, publication bias for prevalence studies was 
assessed using funnel plot and Egger’s tests, and there 
was no evidence of publication bias as indicated by 
Egger’s test (p=0.06) for the overall IPV. Although the 
funnel plot looks asymmetrical for the overall IPV, this 
may not necessarily reflect publication bias. This situa-
tion might be seen when a small number of studies were 
included for meta-analysis. In such cases, the Egger’s test 
result will be more indicative of the publication bias.63 In 
contrast to this, there was evidence of publication bias 
for different forms of IPV (sensitivity analysis): Egger’s 
test result for sexual violence (p=0.000), Egger’s test 

result for psychological violence (p=0.015) and Egger’s 
test result for physical violence (p=0.001) (online supple-
mental file 9).

Therefore, the trim-and-fill analysis was done to correct 
publication bias for various forms of IPV in order to 
prevent any misleading conclusions, underestimation 
of the benefits, diminished credibility, limited under-
standing of the topic, and irreproducible research associ-
ated with the publication bias. This approach makes the 
assumption that missing studies, which represent research 
that hasn't been published due to publication bias, will 
probably appear symmetrically on the plot. Accord-
ingly, the filled funnel plot with pseudo 95% confidence 
limit indicated symmetrical distribution. Specifically, 4 
studies were included and 15 studies were computed for 
assessing publication bias for physical violence. Then, 
the filled funnel plot with a pseudo 95% confidence limit 
indicated a symmetrical distribution and the pooled esti-
mate of the effect size of physical violence was 10.87 (6.1, 
15.7). Similarly, for psychological violence, 5 studies were 
included and a total of 15 studies were computed. Then, 
the filled funnel plot with a pseudo 95% confidence limit 
indicated symmetrical distribution, and the pooled effect 
size was found to be 13.46 (1.3, 25.7). Moreover, 4 studies 
were included and a total of 14 studies were computed 
for assessing publication bias for sexual violence. Then, 
the filled funnel plot with a pseudo 95% confidence 
limit indicated symmetrical distribution and the pooled 
estimate of sexual violence was 9.26 (2.9, 15.6) (online 
supplemental file 10).

Publication bias for determinants of IPV was assessed 
using a funnel plot and Egger’s tests. There was no 
evidence of publication bias for determinants such as: 
age of young women, lack of formal education, partner’s 
substance use and partner’s alcohol use, as the funnel 
plot indicated a symmetrical inverted funnel and Egger's 
test (p>0.05) for these factors. Whereas, the funnel 
plot looks symmetrical for lack of formal education for 
a partner (Egger’s test (p=0.039)) which indicated that 
there is publication bias for this factor, and therefore, 
the trim and fill analysis was done. Then, after one study 

Table 2  Meta-regression analysis of study-level covariates to explain the sources of heterogeneity for the overall prevalence 
of IPV and its classification among women of reproductive age during the COVID-19 pandemic, in Ethiopia

Variables Coef. 95% CI P value

Overall IPV

Sample size 0.0047206 −0.0537201 0.0631614 0.874

Quality score 1.449332 0.5389156 2.359747 0.002

Physical

Sample size −0.017256 −0.0429074 0.0083953 0.187

Quality score .1160098 −0.4769367 0.7089563 0.701

Psychological

Sample size −0.0246031 −0.072951 0.0237447 0.319

Quality score −0.3900129 −1.907428 1.127403 0.614

Sexual

Sample size −0.0246031 −0.072951 0.0237447 0.319

Quality score −0.529595 −1.370578 0.3113879 0.217

Coef., coefficient; IPV, intimate partner violence.

https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
https://dx.doi.org/10.1136/bmjph-2024-001161
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was added, a total of five studies were computed and the 
filled funnel plot with a pseudo 95% confidence limit 
indicated symmetrical distribution and the pooled esti-
mate of OR for lack of formal education for a partner was 
3.10 (1.9, 4.2) (online supplemental file 10).

Determinants of IPV
In this meta-analysis, from the total of 12 studies, only 
9 studies with five distinct factors were included in the 
meta-analysis. The remaining three studies identified 
the factors which were reported only by a single study. 
Based on the review, factors which were reported in three 
or more studies were broadly categorised as follows: (1) 
Victim-related characteristics such as young women’s age 
and lack of formal education, and (2) Perpetrator-related 
factors: partners’ substance use (the use of chat, tobacco, 
shisha, ganja, morphine and cocaine), lack of formal 
education, and partner alcohol use. Although meta-
analysis of determinants reported by at least two original 
studies is possible,64 this may not be sufficient for arriving 
at definitive conclusions. Therefore, factors that were 
reported by at least three studies were included to get the 
real combined effect of ORs and discussed65 (table  3). 
Although the factor like women’s loss of income due to 
COVID-19 is reported by only two studies, it has a strong 
association with the outcome variable and therefore, we 
have discussed its result.

Victim-related characteristics
In this study, the pooled effect of three studies showed 
that young women’s age was significantly associated with 
IPV (AOR=3.24; 95% CI 0.6, 5.8, I2=22.0% and p=0.015). 
Similarly, the pooled effect of four studies showed that 
women who didn’t attend formal education were almost 
three times more likely to experience IPV (AOR=2.63; 
95% CI 1.7, 3.6, I2=0.0% and p=0.000). Moreover, the 
pooled effect of two studies showed that women’s income 
loss due to COVID-19 was also significantly associated 
with IPV (AOR=9.69; 95% CI 4.9, 14.5, and p=0.000) 
(table 3).

Perpetrator-related characteristics
In this study, the pooled effect of three studies showed 
that participants whose partners used alcohol were almost 
three times more likely to experience IPV compared with 
those who did not use alcohol (AOR=2.82; 95% CI 1.1, 
4.6, I2=84.8% and p=0.000). Similarly, the pooled effect 
of four studies showed that participants whose partners 
used substances were two times more likely to experi-
ence IPV compared with their counterparts (AOR=2.07; 
95% CI 1.5, 2.7, I2=0.0% and p=0.000). Moreover, the 
pooled effect of four studies showed that women whose 
partners didn’t attend formal education were three times 
more likely to experience IPV (AOR=3.38; 95% CI 2.2, 
4.6, I2=0.0% and p=0.000) (table 3).

DISCUSSION
IPV has numerous health and economic consequences 
for women, children and the country at large. The rates 
of the incidence of IPV among women were increased 
in low-income and middle-income countries, particularly 
during the COVID-19 pandemic.66 This systematic review 
and meta-analysis was conducted to determine the overall 
prevalence of IPV and to identify its determinants among 
women during the COVID-19 pandemic in Ethiopia.

We found that the overall prevalence of IPV among 
women during COVID-19 in Ethiopia was 33.53%. This 
finding is consistent with different studies conducted in 
Ethiopia before the COVID-19 pandemic, which showed 
that the pooled prevalence of IPV among pregnant women 
was 26.1%.67 Similarly, this is in line with the global preva-
lences of IPV before the COVID-19 pandemic which were 
39%68 and 37.3%69 among people living with HIV and 
women aged 16 years and over, respectively. Therefore, 
these similarities could be attributed to the similarity 
of the geographical areas and the culture of the study 
subjects in Ethiopia. Moreover, this similarity could also 
be due to the fact that both the COVID-19 pandemic and 
chronic diseases like HIV/AIDS could contribute to the 
increment of IPV among women, which could increase 
mental instability and disharmony.70

Table 3  The pooled OR of the factors associated with IPV among women of reproductive age during the COVID-19 
pandemic, in Ethiopia

Factors associated with IPV among women during the COVID-19 pandemic in Ethiopia

Factors Number of studies Pooled OR (95% CI) I2, % P value

Young women’s age 3 3.24 (0.6, 5.8) 22.00% 0.015

Lack of formal education 4 2.63 (1.6, 3.5) 0.00% 0.000

Partner’s substance use 4 2.07 (1.4, 2.7) 0.00% 0.000

Partner’s alcohol use 3 2.82 (1.1, 4.5) 84.80% 0.002

Partner not attending formal education 4 3.38 (2.1, 4.5) 0.00% 0.000

Women’s loss of income due to 
COVID-19 2 9.69 (4.9, 14.5) 0.00% 0.000

IPV, intimate partner violence.

https://dx.doi.org/10.1136/bmjph-2024-001161
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The pooled prevalence of this study was higher than 
the studies conducted prepandemic in North Africa 
(15%),71 Asia (13%),72 Singapore (11%)7 and Poland 
(13%).7 This discrepancy might be due to the differ-
ence in the study period and socioeconomic status. For 
instance, during the COVID-19 pandemic, there was a 
lockdown policy which is expected to increase the risk of 
IPV. On the contrary, this finding was lower than that in 
the studies conducted before the pandemic in Wolaita, 
Ethiopia (59.7%),73 Arba Minch Ethiopia 50%,74 Kenya 
66.7%75 and Uganda 56%.76 This discrepancy might be 
due to the difference in the study method, study subject 
and socioeconomic status. For instance, the current 
study finding is a result of a systematic review and meta-
analysis whereas the other study findings are the results 
of a single study. Moreover, the study subjects for the 
studies conducted in Kenya, Wolaita and Arba Minch 
were refugee women, women with HIV and women from 
households with food insecurity, respectively. Therefore, 
it is known that refugee women, HIV-infected women and 
women from households with food insecurity could also 
contribute to the increment of IPV. Moreover, refugees 
are the population most vulnerable to different health 
problems, especially to GBV.77

The current study finding was lower than the meta-
analysis study conducted among pregnant women in Iran 
revealed that the pooled prevalence of IPV was 48%.78 
In contrast to this finding, the pooled prevalence of IPV 
in the current study is much higher compared with the 
meta-analysis conducted in China and in African coun-
tries, which indicated that the prevalence of IPV among 
pregnant women was 7.7%79 and 15.23%,80 respectively. 
These discrepancies could be due to the differences in 
community awareness regarding the negative impact 
of IPV, individual educational status, accessibility of 
gender-based and reproductive health-related informa-
tion, study setting and cultures of study subjects, tools 
used by individual studies, current pregnancy status 
of women, stressful life events, and study period. For 
instance, the current study revealed the pooled preva-
lence of IPV among all reproductive-age women during 
the COVID-19 pandemic. However, the other studies 
conducted in China and other African countries only 
included studies conducted among pregnant women 
before the COVID-19 pandemic.

The subgroup analysis of the current study revealed that 
the prevalence of IPV in central Ethiopia (26.68%) was 
lower compared with the prevalence of IPV in southern 
Ethiopia (41.95%) and northern Ethiopia (38.69%). This 
discrepancy might be due to the fact that study subjects 
including the perpetrators from around the capital Addis 
Ababa, Central Ethiopia might had a chance to advanced 
education, media exposure, and different legal and social 
services compared with those individuals who lived far 
from the centre or capital city, Addis Ababa. Moreover, 
the COVID-19 pandemic may also affect the economic 
activities of rural women because the women may have 
relied on remittances, distant marketplaces and being in 

a female-headed household.81 Therefore, this could also 
increase the prevalence of IPV in rural parts of Ethiopia 
compared with the capital, Addis Ababa.

Regarding the different forms of IPV, in this study, 
the pooled prevalence of physical violence was 16.4%, 
psychological violence was 28.24% and sexual violence 
was 17.41%. In this study, the prevalence of sexual 
violence was low compared with other forms of violence 
and it could be due to the fact that women with physical 
IPV may seek medical treatment, legal services and social 
services, making it more detectable, and easily categorised 
as physical IPV. Associated with the physical violence, 
there is also the chance of the women to experience 
psychological IPV (eg, fear, anxiety, stress and others). In 
addition to this, although, women have also experienced 
sexual violence, the chance of revealing such violence is 
very rare, particularly in low-income and middle-income 
countries like Ethiopia due to the culture and sensitivity 
of the issue,82 83 survivors’ perception towards disclo-
sure in healthcare settings,84 and women’s fear of acts of 
revenge by their partners as they have nowhere else to 
go, and poor legal systems to protect them particularly in 
low-income and middle-income countries.85

In this study, the pooled prevalence of sexual violence, 
psychological violence and physical violence (respec-
tively, 12%, 21% and 16%) is also consistent with the 
findings of a meta-analysis study conducted in Ethi-
opia before COVID-19.86 This correspondence might 
be attributed to a similar setting and culture. Although 
this study was conducted during COVID-19, the pooled 
results of different forms of violence also remain consis-
tent with the findings of the pre-COVID study. This 
could be due to the reason that the previous study was 
conducted among pregnant women and being pregnant 
could also increase the risk of IPV just like during the 
COVID-19 pandemic. Moreover, the low prevalence of 
sexual violence compared with other forms of violence 
might also be due to poor reporting or seeking care from 
health institutions which could happen due to cultural 
beliefs,87 shame and stigma,88 lack of awareness of avail-
able services,89 perceived impunity for perpetrators,90 
and threat of losing children.88

The prevalence of physical violence and psychological 
violence in the current study is found to be congruent 
with the meta-analysis study conducted globally, where 
the prevalence of physical violence and psychological 
violence was 18.3% and 32.8%, respectively.69 More-
over, the current study was also found to be in line 
with another systematic review and meta-analysis study 
conducted among 23 countries where the prevalence of 
psychological violence was 28.4%, and physical abuse was 
13.8%.91 In contrast to these, the prevalence of sexual 
violence in the current study is higher compared with 
the meta-analysis study conducted globally, where sexual 
violence was 9.6%.69 Similarly, it is found to be higher 
compared with the other meta-analysis study conducted 
in 23 countries, where the prevalence of sexual violence 
was 8%.91 This discrepancy in the pooled prevalence of 
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sexual violence might be associated with the difference 
in culture, media exposure and period when the violence 
took place. For instance, the pooled prevalence of IPV 
in the current meta-analysis was done using the studies 
conducted during the COVID-19 pandemic, therefore, 
this could contribute to the increment of sexual violence 
compared with the results of the other meta-analyses.91

In this meta-analysis, different factors such as young 
women’s age, lack of formal education, partner’s 
substance use, partner not attending formal education 
and partner’s alcohol use were found to be significantly 
associated with IPV among women during the COVID-19 
pandemic.

In this review, young maternal age was found to 
be significantly associated with IPV. This finding was 
found to be consistent with the WHO report4 and study 
conducted in north-west Ethiopia.92 The risk of violent 
behavior may be increased by inadequate communica-
tion and consensus regarding various issues, including 
sexual relationships, individual preferences, and repro-
ductive matters among young men and women.

In this meta-analysis, women who didn’t attend formal 
education were three times more likely to experience 
IPV. This finding is consistent with studies conducted in 
the USA,93 Nigeria,94 Iran,95 Tanzania96 and Rwanda,97 
where women with no formal education were more 
likely to experience IPV. This finding could potentially 
be attributed due to the fact that women with no formal 
education have less access to information concerning 
sexual and reproductive health rights, are economically 
unstable, have low self-esteem, and become less likely to 
fight against IPV and inferior norms compared with their 
counterparts.98

In this study, participants whose partners used alcohol 
were more likely to experience IPV compared with those 
who did not use alcohol. Consistent with this finding, 
different previous literature also demonstrated that 
the husband’s alcohol consumption was found to be a 
predictor for IPV.99–101 Similarly, women whose part-
ners used substances were more likely to experience 
IPV compared with their counterparts. This finding is 
also supported by the study conducted in China79 and 
Nigeria.102 This could be due to the reason that alcohol 
consumption beyond the WHO limit103 and use of other 
substances could result in physiological disturbance 
which could lead to loss of self-control,104 cheating, 
parental disagreement, financial burdens on the entire 
family,102 and misunderstanding of communications,105 
which subsequently creates an opportunity for violence. 
Moreover, this might be due to the reason that the 
COVID-19 pandemic has changed the pattern of alcohol 
and substance (cannabis and tobacco) use. This in turn 
might increase the rate of IPV.106

Women whose partners didn’t attend formal educa-
tion were three times more likely to experience IPV. In 
line with this finding, the previous studies conducted in 
Indonesia,107 Kenya108 and Ethiopia109 also found that 
the chance of experiencing IPV among intimate partners 

with no formal education is increased. This might be due 
to the fact that most uneducated partners are more prone 
to become economically unstable and misbehave with 
their wives, therefore, the freedom to decision-making by 
their wives will be compromised.110

Moreover, partners who didn’t attend formal education 
were also three times more likely to practice IPV. This 
finding is found to be in line with the evidence from a 
demographic and health survey in central Africa.111 This 
might be due to the fact that education has a direct rela-
tionship with economy and awareness,112 therefore, their 
aggressive behaviour might be due to low contribution 
to household income, poor awareness towards gender-
related issues and poor access to media.113

In this meta-analysis, women’s loss of income due to 
COVID-19 was strongly associated with IPV. This finding 
was strongly supported by different studies.114 115 This 
might be due to the fact that the COVID-19 pandemic 
causes women to experience loss of employment and 
income as they are often forced to engage in an informal 
sector with a low pay scale. Therefore, the decreased 
financial stability among women could lead them to 
experience difficulties in covering their daily expenses 
and also increase their dependency on their partners 
which could finally contribute to the practice of IPV.

This systematic review and meta-analysis study provides 
a clear image of IPV among women of reproductive age 
during the COVID-19 pandemic. However, it has its’ own 
limitations. First, this review was limited to only articles 
published in the English language. However, articles 
published in other languages are uncommon in Ethi-
opia. Second, the health facility based data may not be 
representative of the general population. However, more 
than two-thirds of studies are community based research, 
thus, this finding is more likely to be representative of 
the general population. Third, more than two-thirds of 
the included studies were cross-sectional studies, there-
fore, this couldn’t show the cause-effect relationship 
between variables and may not indicate the longitudinal 
effect of the COVID-19 pandemic on IPV. Fourth, since 
the selected studies addressed sensitive issues like sexual 
violence, the response bias might be considered as a 
potential bias. Lastly, since the included studies didn’t 
address issues related to the comparison of IPV preva-
lence before and during COVID-19, currently, it becomes 
difficult to draw a firm conclusion on an increase in IPV.

CONCLUSION
In this study it was found that a third of women of repro-
ductive age experienced IPV during the COVID-19 
pandemic. Psychological violence was the most common 
form of IPV. In this meta-analysis, different factors such 
as young women’s age, lack of formal education, part-
ner’s substance use, partner not attending formal educa-
tion and partner’s alcohol use were found to be signif-
icantly associated with IPV among women during the 
COVID-19 pandemic. Therefore, this finding gives an 
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insight for policymakers to focus on empowering women 
and their partner’s economic and educational status, 
promoting health education for partners towards the 
negative impact of bad behaviours like alcohol and other 
substance utilisation on their health and the physical, 
mental, and social well-being of women.
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